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< & Printed: 12/22/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES W-1648-001 FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO, 0938.07391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION [43) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER A BULDING 04 - MAIN SUILDING 84 COMPLETED

p 495188 B.OWHNG 4204612018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, ETATE. 2IP CODE

APPOMATTOX HEALTH AND REHARBILITATON 215 EVERGREEN AVE
APPOMIATTOX, VA 24822

Eaym SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (BACH X5]
PHEFIX {ERC?i CEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  pREFI CORRECTIVE ACTION SHOULD BE CROSS C‘”f‘*fﬁg o
e | OR LEC IDENTIFYING INFORMATION; G REFERENCED YO THE APPROPRIATE
g DEFICIENCY)
K 000 INITIAL COMMENTS f Kooo

 Surveyor: 21761

Appomattox Health &

Construction Type: V(111
i ye (1) Rehabilitation Center’s Fire

- Number of stories: One Story : Marshall POC.
Building description: The facility is a one-story The facility desires that the Plan of
 building of wood frame construction with concrete Correction be considered the

floors, and is separated from the two-story

2 rilies I i «
bullding by a 2-hour rated barrier wail. facility's allegation of compliance.

o , The stat sade in thi
« Sprinkler Status: The building is fully sprinklered @ statements made in this POC

and protected by NFPA#13 systems supplied by’ are ﬁg?iz an admission and do not
-8 30,000 galilon static water tank and a diesel fire : constitute agreement with the
| pump. " alteged deficiencies here in.

- An unannounced standard recerlification Life

; Safety Code survey was conducted 12/16/16 In

- accordance with 42 Code of Federal Regulation,

" Part 483: Requirements for Long Term Care

- Facilities. The facility was surveved for
“compliance using the LSC 2012 Exdsting

- regulations. The facility was not in compliance

- with the Requirements for Parlicipation Medicare
“and Medicaid,

The findings that follow demonstrate non-
. compliance with Title 42 Code of Regulations,
- 483.70(a) et seq (Life Safety from Fire.)

- NFPA 101 Protection - Other K300
K 300 . K300
S8=F. Protection - Other : AP0 will be created for

- List in the REMARKS section any LSC Section annual audit/test of fire

:18.3 and 19.3 Protection requirements that are

not addressed by the pro\nded K-tags, but are

Foult

rated doors. Al units sre
in process of survey and
test,

LQBORATVJIRE%()R FM&UP?L!ER REPRESENTAT?VE 5 SIGHATURE (@ TITLE LB} DATE
helEhad s 12/20 J201

"y defi Q@atemené ending with an asterisk {*) denotes a deficlency which the institution may be excused from corretiing providing itls determined that

tiher safegu provide sufficient protection to the patients. (See iInstructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the ddfte of survey whether or not a plan of correction is provided. For nursing homes, the shove findings and plans of carrection are disclosable 14
days following the date these documents are made avaliable {o the facility.  deficlencies are cited, an approved plan of correction Is requisite to continued
program participation.

FORM CMS-2567{02-99) Pravious Verslons Obsaolate UTwWast i eontinuation sheel Page 3 of 7
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICE

Printed: 12/22/2016
FORM APPROVED
B NO 09380301

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICLIA (X2) MULTIPLE CONSTRUCTION (x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. A. BUILDING 01 - MAIN BUILDING 01 COMPLETED

) 495188 B WING e 12/46/2018
NAME OF PROVIDER OR SUPPLIER STREET AUDRESS, CITY, STATE, ZiP CODE ‘ '

APPOMATTOX HEALTH AND REHABILITATON 215 EVERGREEN AVE
Q?Fi}éﬁﬁﬁ{}i, WA 24822

fluid or 135 ounces aerosol are used in a single
- smoke compariment outside a storage cabinet,
- exciuding one individual dispenser per room

' * Storage in a single smoke compartment gfeater ‘

(411D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (BACH {5
PREEIX  (BACH DEFICIENCY MUST BE PRECEDED 8Y FULL REGULATORY  PREFIX CORRECTIVE ACTION SHOULD 8E CROSS- - COMPLETION
AL OR LEC IDENTIFYING INFORMATION; TG REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
K 300 Continued From page 1 K300 2. Maintenance Director to
deficient. This information, along with the ' review PMs and when due
“applicable Life Safety Code or NFPA standard ha
. citation, should be included on Form CMS-2567. ve survey/tests
5 completed and
documented on MFA
forms.
i C 2 i :
This Standard is not met as evidenced by: w?ggﬁ will gﬁé PMs to
' Surveyor: 21761 Maintenance system for
- Based on observation and interview, it was review and follow-up as
revealed the facility failed to test rated doors, necessary.
evidenced as follows; 4. Facility wilt have
 Findings include: Maintenance Director
report any occurrences of
On 12/16/16 upon records review, at door issues to the
approximately 1:35 P.M., it was observed that P .
. documentation could not be provided for rated Safety/QA committee for
door periodic testing and inspection. (Sections review and actions needed
7.2.4.15.2, 7.2.1.1583,7.2.1.15.4} to ensure compliance.
L ) o 5. Faciiity desires 2 Time
. The Administrator witnessed this evidence by Limited waiver t .
- observation and interview. : Wwaiver to expire on
K 325 NFPA 101 Alcohol Based Hand Rub Dispenser K325
§8=F (ABHR) | 3-20-117
Alechol Based Hand Rub Dispenser (ABHR)
- ABHRs are protected in accordance with 8.7.3.1,
. unless all conditions are mel K375
- * Corridor is at least 6 feet wide
- * Maximum individual dispenser capacity is 0.32
gallons (0.53 galions in suites) of fluid and 18 1. HK Director implemented
ounces of Level 1 agrosals an Alcohol Based Hand
* Dispensers shall have a minimum of 4-foot Rub Dispenser Testing Log
“horizontal spacing on 12/21/2016
Not more than an aggregate of 10 galions of 2. HK Director or designee to

review the log daily M-F
for compliance,

FORM CMS-2587(02-88) Previous Versions Obsolete

UTwigas
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Printed: 12/22/2018

: FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. -0391
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 01 - MAIN BUILDING 04 COMPLETED

495188 B WiNG 42/1€6/2048

HAME OF PROVIDER OR SUPPLIER
APPOMATTOX HEALTH AND REHABILITATOR

STREET ADDRESS, CITY, STATE, 2w CODE

2415 EVERGREEN AVE
APPOMATTOK, VA 24822

(741D SUMMARY STATEMENT OF DEFICIENCIES , D PROVIDER'S PLAN OF CORRECTION (EACH 8}
PREFIX  (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG OR LEC IDENTIFYING INFORMATION) TAG REFERENCED T0 THE APPROPRIATE
DEFICIENCY)
¥ 325 Continued From page 2 K325 .

than 5 gallons complies with NFPA 30 3. AllABHR dispensers and

. * Dispensers are not instalied within 1 inch of an documentation reviewed

" ignition source monthly by the HK

o B!spensers over carpated floors are in Director and any issues
sprinklered smoke compeartments o
* ABHR does not exceed 95 percent alcohol will be addressed
* Operation of the dispenser shall comply with immediately.

: Secéion 18.3.268(11)or 18.3.2.6(11) 4. Process will be reviewed
* ABHR is protecied against inappropriate access : ; .
18926, 19.3.2.6, 47 OFR Parts 403, 418, 460, in QA committee for two
482, 483, and 485 quarters,

This Standard is not met as evidenced by: 5. 12/21/2016

~Surveyor: 21761
Based on observation and interview, it was
revealed the facility failed to perform ABHR

“testing, evidenced as follows;
Findings include:

S On 1216116, upon review of documentation at
approximately 11:45 am, it was obsarved during
inspection that documeantation for the Alcohaol
Based Hand Rub automatic dispensers tasting
was not available. Automatic dispensers are
located throughout the facility in sleaping ares

- corridors.

- The Administrator witnessed this evidence by

abservation and interview. ;

K711 NFPA 101 Evacuation and Relocation Plan K74 K711
S8=F

" Evacuation and Relocation Plan

There is a writter plan for the protection of all
patients and for their evacuation in the event of
an emergency.

Employees are periodically instructed and kept

“informed with their dulies under the plan, and a

copy of the plan is readily available with
telephone operator or with security. The plan
addresses the basic response required of staff

1. 12-23-2016 Updated the

Departmental Fire Plan
instructions to include the
removal of wheeled
equipment stored in the
corridors, {HK, Nursas,
srid CNAs)

FORM CMS-2567(02-98) Previous Versions Obsaolele

uTwoz

i continuation sheel Page 3o(7




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES
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@

Printed. 12/22/2018
FORM APPROVED
OB NO. 08380381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING 01 - MAIN BUILDING 07 COMPLETED
495188 B WING _ —— 12/16/2016
| NAME OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, 2/F CODE
APPOMATTOX HEALTH AND REHABILITATON 215 EVERGREEHN avE
APPOMATTOX, VA 245822
£} 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (EACH L s
PAREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
e OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
, DEFICIENCY
K711 Continued From page 3 K711 2. Fire Plan to be reviewed
per 18/19.7.2.1 2 and provides for all of the fire ~ month
safety plan components per 18/182.2 Mai v by g‘e‘
18.7.1.1 through 18.7.1.3, 18.7.2.1.2, 18.7.2.2. laintenance Director and
C18.7.2.3,19.7 1.1 through 19.7.1.3, 187212, Administrator to ensure
: §i7§2 ;Qéﬁ.i% denced all wheeled equipment are
This Standard s not mel as evidenced by idantif
Surveyor: 21761 iéi%?’%:iﬁéﬁé for removal and
Based on observation and interview, it was where to store.
revealad the facility failed to provide complete 3. Maintenance Director to
emargency procadures, evidenced as follows; monitor monthly during
] H 1
Findings include: bﬁéﬁ%@:ﬂ%ﬁﬁ%ﬁ%ﬁ fire drills for
compliance.
- On 12/16/16 upon records review, at 4. Process will be reviewed
- approximately 12:20 P.M | it was observed the by QA committee for 2
wiitten emergency procedures did not include the .
; ; quarters,
removal of wheeled equipment stored in N
corridors. 5. 12-23-2016
The Administrator witnessed this evidence by
abservation and interview. 5
K901 NFPA 101 Fundamentals - Building System K901 K801
s8=F Categories i
1. Fermscreated, added new
Fundamentais - Building System Categories PM and facility entering
Huilding systems are designed to mest Category . . X
1 through 4 requirements as detailed in NFPA 98, eﬁfcrmats@n to comply
Categories are determined by a formal and with NFPA 93- Chapter 4.
documented risk assessment procedura 2. Update annually to ensure
performed by qualified personnel. any occurrences are not
=
Chapter 4 (NFPA S89) missed.
3. Maintenance Director will
monitor PMs and
This Standard is not met d b somplete when due.
is Standard is not met as evidenced by: .
Surveyor: 21761 4, §a?@i‘y,{% wmmi&'tee to
Based on cbservation and interview, it was be notified of any issues
revealed the facility failed to provide a formal and for corrections to be
- documented catagory risk assessment, made.
FORM CMS-2567(02-89) Pravious Yersions Obsolets LITWO21 i continuation sheet Page 40l 7




DEPARTMENT OF HEALTH AND H?J&éAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 12/22/2018
FORM APPROVED
OB NO, 0938-0381

. STATEMENT OF DEFICIENCIES

(X1} PROVIDER/SUPPLIER/CLIA

(X2} MULTIPLE CONSTRISCTION

(X3 DATE SURVEY

FORM CMS-2567(02-99) Previous Versions Obsolete

 AND PLAN OF CORRECTION IDENTIFICATION NUMBER. A BUILDING 01 - MAIN BUILDING 01 COMPLETED
” 495188 B, WING 12/46/2016
NARE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iF CORE
APPOMATTOX HEALTH AND REHABILITATON 215 EVERGREEN AVE
APF’OMATTOX, V& 24822
O F SUMMARLY STATEMENT OF DEFICIENCIES s : FROVIDER'S PLAN OF CORRECTION (BEACH X5
PREFIX  (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY.  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG Of LEC DENTIEYING INFORMATION) C O ma REFERENCED TO THE APPROPRIATE :
DEFICIENCY)
K01 ngtmued From g:eagg 4 K 801 5. Facility desires a Time
evidenced as follows, o . oy
Limited waiver to expire ﬂ«i}w {17
Findings include: {correction date]
S On 12416118 upon records review, at
approximately 11:57 AM., it was cbserved that
no documentation could be provided for a formal
~and documented risk assessment.
The Administrator witnessed this evidence by
" observation and interview. :
K 918 NFPA 101 Electrical Systems - Essentisl Electric K815 K915
28=F Syste
Electrical Systems - Essential Electric System 1. Forms created, added new
- Categoriss PMs and facility entering
*Critical care rooms (Category 1) in which information to comply
- electrical system failure is likely to cause major with N .
“injury or death of patients, including all rooms £l f% 95. Essential
where electric fife support equipment is required, Electric System
_are served by a Type 1 EES. Categories.
*General care rooms (Category 2) in which 2. Update annually to ensure
slectrical system failure is tikely o cause minor any occurrences ar.
injury to patients (Category 2) are served by a _ ces are nat
Type 1 or Type 2 EES. missed.
*Basic care rooms {Category 3) in which 3. Maintensnce Director will
glectrical systern failure is not likely to cause monitor Pis and
“injury to patients and rooms other than patient . !
care rooms are not required to be served by an zsm;zieise when s:iue,
- EES. Type 3 EES life safety branch has an 4. Safety/QA committee to
" alternate source of power that will be effective for review the process and be
1-1/2 hours. : notified of any issues fo
3.3.138, 6.322.10, 6.6.2.2.2, 6.6.3.1.1 (NFPA meorany ‘
99), TIA 12-3 correction to be made,
This Standard is not met as evidenced by: 3. Facility desires a Time
Surveyor. 21761 Limited waiver to expire
" Based on observation and interview, it was " e (Correcti
revealed the facility failed to provide electrical g 35 e 3 on
systems documentation, evidenced as follows; ’
Utwiozd i continuation sheﬁt Page Sof 7
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Prnted: 12/22/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPHROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES MB MO, 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIFLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING 01 - MAIN BUILDING 01 COMPLETED

N 495188 B.WING _ ; ~ 12/16/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

APPOMATTOX HEALTH AND REHABILITATON 215 EVERGREEN AVE
APPOMATYOX, VA 24822

(%41 1D SUMMARY STATEMENT OF DEFICIENCIES ‘ o : BROVIDER'S PLAN OF CORRECTION (EACH conB
PREFIX  (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- et
TAG OFt LSC IDENTIFYING INFORMATION] . TAG REFERENCED 1O THE APPROPRIATE
DEFICIERCY)
K 815 Continued From page 5 K815 .

Findings include:

- On 12/16/16 upon records review, at
approximately 11:57 A M., it was observed there
was no catagory decumentation provided for
essential electrical systems.

The Administrator withessed this evidence by
- observation and interview,

K 923 NFPA 101 Gas Equipment - Cylinder and K923

§S=F Container Storag K923

Gas Equipment - Cylinder and Container Storage : 1. (2) signs ordered

* Greater than or equal to 3,000 cubic feet : 12/20/2016 to include

- Storage !eg:aﬁaﬁs are designed, constructed, and : : Caution: Oxidizing Gases

: ;&ygﬁa;ié in gccordance with 5.1.3.53.2 and : stored within, No

- >300 but <3,000 cubic feet f Smoking. ({Locations:
Storage lpcations are outdoors in an enclosure or ; Oxvgen room and

- within an enclosed interior space of non- or Occupational Therapy

limited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammables, and are

storgge room)
2. Wisintenance Director to

separatad from combustibles by 20 feet (5 fest if review selected doors
sprinklered) or enclosed in a cabinet of daily for compliance.
noncombustible construction having a minimum . .

112 tr. fire protection rating. g : 3. All doors will be reviewed
Less than or equal to 300 cubic feet monthly during scheduled
In a single smoke compartment, individual fire drills for proper
cylinders available for immediate use in patient wording on all oxygen

care areas with an aggregate volume of less than |

or equal to 300 cubic feet are not required to be starage rooms.

stored in an enclosure. Cylinders must be : 4. Process and proper
- handied with precautions as specified in 11.6.2. : signage will be reviewed
A precautionary sign readable from S feetison : in QA committee for two

each door or gate of a cylinder storage room,

where the sign includes the wording as a , quarters.
minimum "CAUTION: OXIDIZING GAS(ES) ; 5. 01-13-2017
- STORED WITHIN NO SMOKING™ : :

Storage Is planned so cylinders are used in order |

FORM CMS-2567(02-99) Previous Versions Obsolate uTwozt if continuation sheet Page 8 of 7
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 12/22/2016
FORMAPPROVED
OMB KO, 0928-0381

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERVCLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER

485188

8 WING

(X2} MULTIPLE CONSTRUCTION
A BULDING 01 - MAINBUILLDING 09

(%3} GATE SURVEY
COMPLETED

1211612016

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
APPOMATTOX HEALTH AND REHABILITATON 215 EVERGREEN AVE

AFPQF@KFTGX; YA 248522

X4y 10 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX  (EACH DEFICIENCY MUST BE PRECEDED BY FULL RE@%L&TQ%’?
TAG OR LSC IDENTIFYING INFORMATION;

0 PROVIDER'S PLAN OF CORRECTION (EACH Lo s
PREFIX CORRECTIVE ACTION SHOULD BE CROSS. ; COMPLETION
TAG REFERENCED TO THE APPROPRIATE

DEFICIENCY)

DATE

K923 Continued From page 6
of which they are recelved from the supplier.
Empty cylinders are segregated from full
cylinders. When facility employs cylinders wilh
integral pressure gauge, a threshold pressure
considerad empty is established. Emply
cylinders are marked to avold confusion.
Cylinders siored in the open are protecied from
weather.
.31, 11.3.2, 11.3.3, 11 343 11.6.5 (NFPA 98}
This §£ﬁ§%§ﬁ iz not met as evidenced by
Surveyor 21761
Based on observation and interview, it was
revesled the facility failed to properly mark
medical gas storage, evidenced as follows;

- Findings includs:

On 1211616 at various imes it was observed
during inspection the Occupational Therapy room
storage cloget, and oxygen slorage rooms
signage throughout the facility did not include the
~wording “'CAUTION: OXIDIZING GAS(ES)

STORED WITHIN NO SMOKING", at a minimum,

Thie Administrator witnessed this evidence by
- observation and inlerview.

K823

FORM CMS-2587(02-89) Pravious Versions Obsolsts

UTWoz1

if continuation sheet Page 7of 7



Printed: 12/22/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES W-1658-002 FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NGO, 0938-0391
STATEMENT OF DEFICIENCIES (K1) PROVIDERSUSPLIERICLIA {X2) MULTIPLE CONSTRUCTION (033 DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER . A BUILDING 02 - MAIN BUILDING 02 COMPLETED

” 495188 8 WING. | 12/16/2016

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE ZiP CODE

APPOMATTOX HEALTH AND REHABILITATO 215 EVERGREEN AVE
APPOMATTOX, VA 24822

(X4} SUMBMARY STATEMENT OF DEFICIENCIES ' o PROVIDER'S PLAN OF CORRECTION {EACH { 8
PREFIX  (EACH DEFICIENGY MUST 58 PRECEDED 8Y FULL REGULATORY.  pRrEmIX CORRECTIVE ACTION SHOULD BE CROSS- : m?*;}fg**“
TAG OR LSC IDENTIEYING INFORMATION) N HEFERENCED TO THE APPROPRIATE ;
DEFICIENCY)
K O00 INITIAL COMMENTS . K 000

Surveyor: 21761
Construction Type: 111
Number of stories: Two Stories

Building description; The faciiity is a two-story
building separated from the ons-story main
building by & 2-hour rated barder wall. The first
floor containg the dining area, kitchen, and
_ Physical Therapy Gym. The basement contains
 the mechanical room and laundry facility. There
~are no sleeping areas in this building.

Sprinkler Status: The building is fully sprinklered.
and protected by NFPA #13 systems supplied by
a 30,000 gallon static water tank and a diesel fire

pump.

- An unannounced standard recertification Life

" Safely Code survey was conducted 12/16/16 in

- accordance with 42 Code of Federal Regulation,
Part 483: Reguirements for Long Term Care
Faciiities. The facility was surveyed for

-compliance using the LSC 2012 Existing
regulations. The facility was not in compliance
with the Requirements for Participation Medicare

and Medicaid.

- The findings that follow demonsirate non-
- compliance with Title 42 Code of Regulations,
483.70{a) et seq (Life Safely from Fire.}

- NFPA 101 Building Construction Type and Height ﬁ
K181 . Kiat
§8=D Building Construction “i"yjaﬁé Height

TiTLE (X6) DATE

U\BG?%A?@ aska‘ﬁm oR i?i ﬁup LIER REPRESENTATIVE'S 8§ e:;mma& ;
W BB o) ntatetodon  12/29/20

ay de?icﬁssﬁ%ﬁameﬁ% ending with an aslersk (’} denotes a deficiency which the Institution m&y be excused from corecting providing it is deiia:mmed that

other safequails provide sufficient protection to the patients. {See instruclions ) Excent for nursing homes, the findings stated above ars disclosable 80 days
following the date of survey whather or not g plan of comection is provided. For nursing homes, the above fingings and plans of correction are disciosable 14
days following the date these documents are made available [o the facility, I deficiencies are cited, an approved plan of correction is requisite to conlinued
prograen participation.

FORM CMS-2567(02-9%) Previous Versions Obsolets UrTwozt # contiruation sheel Page 1ol 9




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 12/22/2018
FORM APPROVED
OB NGO, 0938-0391

STATEMENT OF DEFICIENCIES (A2} MULTIPLE CONSTRUCTION

AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION RUMBER

495188 B WING

A BUILDING 02 - BAIN BUILDING 02

(X3} DATE SURVEY
COMPLETED

F2/1812016

STHREET ADDRESS, CITY, BTATE, ZiF CODE

215 EVERGREEN AVE
APPOMATTOX, VA 24522

NAME OF PROVIDER OR SUPPLIER
APPOMATTOX HEALTH AND REHABILITATON

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES ,, i FROVIDER'S PLAN OF CORRECTION (EACH oy S
PREFIX  (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL REGULATORY  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG Of LEC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE =
GEFICIENCY)
K 181 Continuad From page 1 K 161 K181
2012 EXISTING
Building construction type and stories meels 1. Fire rated ceiling to be
Table 19.1.6.1, uniess otherwise permitted by repaired at i
119.1.6.2 through 19.16.7 ) . e p the corridor
19.1.6.4, 19.1.6.5 eside Physical Therapy.
2. Maintenance Director to
Construction Type review this area weekly to
1 1(442),1(332), 11(222) Any number of ensure there is not
stories b hi 7
non-sprinklered and %’ﬁ;%é: in the membrane,
sprinklered 3. Maintenance Director to
. ) review monthly during
4 MR One story scheduled fire drills to
non-sprinkiered )
Maximum 3 stories ensure that the 1 hour fire
sprinklered rated ceiling construction
| 3 it (0003 Not aflowed s intact.
: ) ot aliowe 4. Pr o
non-sprinklered ’ ocess will %}ez reviewed
4 i (211) Maxirmum 2 stories in QA committee for two
sprinklered guarters,
5 IV (2HH) 5. 1-20-2016
& V{1t
7 it {200) Not allowed
rion-sprinklered
B Y {000) Maximum 1 story
sprinklersed

Sprinklered storles must be sprinklered
throughout by an approved, supervised
automatic systerm In accordance with section 8.7,
{Bee 192.3.5)
Give a brief descrintion, in REMARKS, of the
construction, the number of stores, including
basements, floors on which patienis are located,
location of smoke or fire barriers and dates of ‘
- approval, Complete skelch or altach small floor
- plan of the building as appropriate.
This Standard is not met as evidenced by
Surveyor: 21781

FORM CMS-2567(02-95) Fravious Versions Obsslste UTwozs

i continuation sheet Page 2019
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed, 12/22/2048
FORM APPROVED
OMB NO. 0838-0391

—

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION MENTIFICATION NUMBER A BUILDING 02 - MAIN BUILDING 02 COMPLETED
485188 8 WG 4211612016
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 21P CODE
APPOMATTOXY HEALTH AND REHABILITATO 215 EVERGREEN AVE
APPOMATTOY, VA 24522
(%4} 1D SLMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (BACH (X5}
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TAG OR LEC DENTIEVING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
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¥ 161 Continued From pags 2 K 161
Based on observation and interview, it was
revealed the facllity falled to maintain rated
construction, evidenced as follows;
Findings include:
On 12/16/18 at approximatsly 2:50 P.M,, itwas
observed there was a breach in the membrane of
the {-hour rated ceiling construction in the
corridor at Physical Therapy.
' The Administrator witnessed this svidence by
ohservation and interview. ~
K222 NFPA 101 Egress Doors K222 g2
858=F :

Egress Doors
Doors in a required means of egrass shall not be
squippad with a lalch or & lock that requires the
use of 2 tool or key from the egress side unless
using one of the following special locking
arrangements:
CLINICAL HEEDS OR SECURITY THREAT
LOCKING

- Where spacial locking arrangements for the
clinical securily needs of the patient are used,
only one locking device shall be permitied on
each door and provisions shall be made for the
rapid removal of cccupants by: remote control of

-locks; keying of all locks or keys carried by staff
at gt times; or other such reliable means
avallable to the staff at all times.
18.2.2251,18.2226,1922251,182228

SPECIAL NEEDS LOCKING ARRANGEMENTS
Where special locking arrangements for the
safety needs of the patient are used, all of the
Clinicai or Security Locking requirements are
baing met. In addition, the locks must be

- electrical locks that fall safely so as to release

- upon loss of power to the device; the bullding is

- protected by a supervised automatic sprinkler

1. A.12-19-2016 {Amped)
adjusted the stairwelt
delaved locking device
from 30 seconds to 15
seconds as marked, B. 12-
16-2016 Basementrear
exit door disabled and
then was adjusted to
grovide egress to the
cutside by depressing the
delayed locking device,
releasing within 18
seconds. {Henderson
Electric} On 12-18-2016
{Amped) added lock tight
to the thumb screw for
ensure compliance.

FORM CMS-2867(02-98) Previcus Verslons Obsolats
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NAME OF PROVIDER OR SUPPLIER
APPOMATTOX HEALTH AND REHABILITATON

LR SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION [EACH ol
PREFIX  (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY  PREFIX CORRECTIVE ACTION SHOULD BE CROSS et
TAG OR LSC DENTIEYING INFORMATION) © TAG REFERERCED TO THE APPROPRIATE
, : DEFICIENCY)
K 222 Continued From page 3 Malntenance Director to

K2z 2.
system and the locked space is protected by & :
compiale smoke dalection system (or is
constaritly monitored at an attended location
- within the locked space); and both the sprinkler
and detection systems are arranged {o unlock the
. doors upon activation.
1822282, 1922282 TiA12-4
DELAYED-EGHESS LOCKING

review daily to ensure
baoth the stairwell and
basement rear exit doors
are functioning as
indicated.

Maintenance to review

Lo

C ARRANGEMENTS selected doors by PM
Approved, listed delayed-egress locking systems ‘ system for compliance,
installed in accordance with 7.2.1.6.1 shall be \ 4. Process will be reviewed

permitied on door assemblies serving low and

ordinary hazard contents in bulidings protected

- throughout by an approved, suparvised

by QA committee for two
guarters,

- autormatic fire detection system or an approved, 5. 172-18.2016
supervised automalic sprinkler system.
18.2224,182224
ACCESS-CONTROLLED EGRESS LOCKING
ARRANGEMENTS
Access-Controlled Egrass Door assemblies
-installed in accordance with 7.2.1.6.2 shall be
“permitied.
182224, 182224
ELEVATOR LOBBY EXIT ACCESS LOCKING
ARRANGEMENTS
_Elevator lobby exit access door locking in
“accordance with 7.2.1.6.3 shall be permitted on
- door assemblies in buildings protected
- throughout by an approved, supervised
- gutomnatic fire detection system and an approved,
supervised automatic sprinkler systemn.
182224, 182224
- This Btandard s not met as svidenced by;
“Surveyor: 21761
. Based on observation and interview, it was
revealed the facllity failed to mainiain delayed
egress exits. This violation polentiaily affects 2 of
- 2 smoke compariments, evidenced as follows;
FORM CMS-2567(02-99) Pravious Versions Obsolete UTWO2 ¥ conlinuation sheet Page 4 of 9
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(X430
PREEN
TAG

SUMMARY STATEMENT OF Sﬁ?iﬁ%ﬁﬁﬁiﬁ%

{EACH DERCIENCY MUST 8E PRECEDED BY FULL %&GU%.ATQ%Y%

OR LBC IDENTIFYING INFORMATION)

o
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (EACH X
CORRECTIVE ACTION SHOULD BE CROSS- ; COMPLETION |
REFERENCED TO THE APPROPRIATE

GATE
OEFICIENTY)

K222 Continued From page 4

Findings include:

1. On 12/16/16 ot approximately 2254 PM. it

- was observed during inspection that the stairwell

delaved locking device on the egress door to the
basement was releasing after 30 seconds
instead of 15 seconds as marked.

- 2. 0n 12/16/16 at approximately 2:55 P.M,, it was
- ghserved during inspection that the delayed
“locking on the rear egress door to the oulside
from the basement falled to release, preventing

exiting without 2 swipe card. The delayed
locking device has been disabled until it can be

- repaired.

| The Administrator withessed this evidence by

observation and interview,

7 K 300 NFPA 101 Protection - Other
§8=F

- Protection - Other

- List in the REMARKS seclion any LSC Section

8.3 and 18.3 Protection requirements that are
not addressed by the provided K-ags, but are

“deficient. This information, along with the
applicable Life Safely Code or NFPA standard

citation, should be included on Form CMS-2567.

This Standard s not met as evidenced by:
- Surveyor: 21761
Based on observalion and interview, it was
revealed the facility falled (o lest rated doors,
- evidenced as follows;

Findings include:

- On 12018718 upon records review, at

K222

K300

K 300

2. Maintenance Director to

3. Corporate will add PMs to

1. A PM will be created for
annual sudit/test of fire
rated doors,  All units are
in process of survey and
test.

review PMs and when due
have survey/tests
completed and
documented on MFA
farms.

Maintenance system for
review and follow-up as
necessary,

FORM CMS-2567(02-08) Pravious Versions Obsolete
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COMPLETION

DATE

(v io SUMMARY STATEMENT OF DEFICIENCIES : o PROVIDER'S PLAX OF CORRECTION (BACH
PREFIX (EACH DEFICENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX CORRECTHVE ACTION SHOULD BE CROSS-
e O LEE IDENTIEYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K300 Continued From page 5 K300 4. Facility will have
approximately 135 P.M., it was observed that : Maintenance Director
documendation could not be provided for rated
AN o . report
~door periodic testing and inspection. (Sections R gﬁ% any accurrences of
7.2.4.15.2,7.2.1.15.3,7.2.1.15.4) door issues to the
Safety/QA committee for
- The Administrator witnessed this evidence by review and actions needed
observation and interview. .
! ‘ to ensure compliance.,
E;;j; NFPA 101 Evacuation and Relocation Plan K711 5. Facility desires 2 Time
 Evacuation and Relocation Plan Limited waiver to expire on
- Thera is a written plan for the protection of all 3 e /et | 7
_ patients and for their evacuation in the event of o
. @n emergency.
‘Emplovees are periodically instructed and kept
- informed with thelr duties under the plan, and & K711
copy of the plan is readily available with -
- telephone operstor or with security. The plan
addresses the basic response required of staff 1. 12-23-2016 Updated the
per 18/19.7.2.1.2 and provides for all of the fire Departmental Fire Plan
| safety plan components per 18/18.2.2 instructions to include the
18740 through 18.7.1.3, 18.7.2.1.2, 187.22 remoy.
Y f ¢ ¢ val of
18.7.2.3, 16.7.1.1 through 19.7.1.3, 18.7.2.1.2, : wheeled
19.7.2.2,19.7.2.3 equipment stored in the
This Standard is not met as evidenced by: corridors. {HK, Nurses,
Sugveyor 21781 and CNAs)
Based on observalion and interview, it was 2. Fire Bl .
, et . ot . ant
revealed the Iscility failed to provide complete i © be reviewed
emergency procedures, evidenced as follows; monthly by the
; Maintenance Director and
Findings include: Administrator to ensure
: . . all whe i
- On 12M6/18 upon records review, at identi eled équmef? are
-approximately 12:20 P.M., it was observed the identified for removal and
written emergency procedures did notinclude where to store.
procedures to include the removal of wheeled 3. Maintenance Director to
equipment stored in corridors. monitor monthly during
The Administrator witnessed this evidence by unannounced fire drifls for
observation and interview. compliance.
4. Process will be reviewed
FORM CMS-2587(02-55) Previous Versions Obsalete by QA committee for 2
guarters.
5. 12-23-201s
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PREFIX  (EACH DEFICENCY MUST BE PRECEDED BY FULL REGULATORY  PRERIX CORRECTIVE ACTION SHOULD 8E CROSS- e
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K 901 Continued From page 6

K01 K 901

K 801 NFPA 101 Fundamenials - Building System - Kot
§8=F Categories 1. Forms created, added new
e Lo 108 p :
Fundamentals - Building System Categories ggif and ‘éwg‘t? entering
Building systems are designed to meet Category information to comply
1 through 4 requirements as detailed in NFPA 83, :, with NFPA 99- Chapter 4,
Categories are determined by a formal and 2. Update annually to ensure
“decumentad risk zssessment procedure an
performed by ified personnel. .y oceurrences are not
Chapter 4 (NFPA 99) missed.
3. Maintenance Director will
monitosr PMs and
; : compiete when due,
This Standard s not met as evidenced by: ; : 4. Safety/QA committee to
Surveyor: 21761 ? be notified of any issues
Based on obzervation and interview, it was ‘ for correction
revealed the iz "*’3; failed ta provide a formal and ad tions to be
documented catagory risk assessment, : fage.
evidenced 23 Ioliows, 5. Facility desires a Time
o Limited waiver to expire 3,,, -}
. Findings include: [correction date)
- On 12/16/16 upon records review, at
Capproximately 1157 AM,, it was observed that
no documentation could be provided for a formal
and docume isk assessment.
' The Administrator witnessed this evidence by
observation and interview. : ‘
K812 NFPA101 Electrical Systems - Receplacles Kgi12.
§8=D K 912
" Electrical Svsterns - Receptacles :
Power recepiacies have st least one, separate, ; 1. Kitchen electrical
highly dependable grounding pole capable of : receptacl
L e ord -16-
. maintaining low-contact resistance with its mating 201 P ered 12-16
“plug. In pediatric iocations, receptacles in patient 16 ta replace broken
L TOoms, i}&%&?{;{;gﬁ& play rooms, and activity receptacie. {Henderson
“rooms, other than nurseries, are listed Electrical)
tamper»mg%%% it or employ a listed cover, ;
FORM CMS-2567(02-89) Previcus Versions Obsolele UTWO2 i continuation sheet Page 7 of &
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K812 Continusd From page 7 Kai2 2. Maintenance Director to
f used in patient care room, ground-fault circuit review weekly kitchen
interrupt i} are listed. receptacles to "
6.3.2.26. 6.3.2.4.2 (NFPA 89) Pt ensure
This Sta is not met as evidenced by: receptacles are intact.
Surveyor 3. Maintenance Director to
Based on g;ﬁimn‘aﬁd interview, it was review receptacles

revealed the faciliy falled to maintain electrical monthly t
s equipment, evidenced as follows; ) : ¥ to ensure
complance,
Findings i 4, Process will be reviewed
in GA committee for two
pproximately 2:43 P.M,, twas rers
observed ¢ i zgpecticn there is a broken quariers.
- electrical receptacie in the kitchen, 5. 1-20-2017
- The Admin s witnessed this evidence by
- pbservation interview, :
a5 NFPATGT E cal Systems - Essential Electric © K915 Kugis
ag=F Syste i
| 1. Formscreated, edded new
Electrical Systems - Essential Electric System PMs and facility entering
- Categories

is {Category 1) in which

s faiiure is likely to cause major
f patlents, including all rooms

= support equipment is reguired,

- electrical s Hure is likely to cause minor

Cinjuryto p (Category 2) are served by a

- Type 1 or EES.

- *Basic care rooms {Category 3) in which
electrical sysiem fallure s not itke v to cause

injury o p

. Care ronms ar

EES. Ty
alternale 5
1172 ho
"33138. 8

; and rooms other than patient
not required to be served by an

% life safety branch has an

ce of power that will be effective for

22.10,886.2.22 66.3.1.1 (NFPA

information to comply
with NFPA 99, Essential
Electric System
Categories,

2. Update annually to ensure
any occurrences are not
missed.

3. Maintenance Director will
monitor PMs and
complete when due.

4. Safety/QA committee to
review the process and be
notified of any issues for
correction to be made.

FORM CMS-2567(02-35
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K 815 Conlinue v page B K815

This Stan
Surveyor

not met as evidenced by

on and interview, it was

5. Facility desires 2 Time
Limited waiver to expire
1¢7f (Correction

revesied falled to provide electrics!
systams d sniation, evidenced as follows;

Findings
On 12/18 on records review, at
approxi 157 AM., it was observed there
Was no o s docsumentation provided for

~essential f systems.
The Adm or witnessed this evidence by

~cbservatl interview.
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